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{ working exhaust fan.

f Observation on July 11, 2011 at 10:35 a.m.

: revealed the clean linen storage room on C-wing

I has no positive air flow.

| Observation on July 11,2011 at 1:45 p.m,

i revealed the clean linen storage room in the

| North wing break room has NO positive air flow,
K147 : NFPA 101 LIFE SAFETY CODE STANDARD
8$8=D:

J Electrical wiring and equipment is in accordance |

|

with NFPA 70, National Electrical Code, 9,12

i
i
|

: This STANDARD s not met as evidenced by:
| Based on observation, the facility failed to assure
| electrical wiring is installed in &ccordance with

F: NFPA 70.

| The findings include:

i Observation on July 17, 2011 at 10:30 a.m.

' revealed one (1) electrical junction box above the

{

STATEMENT OF %EF&CJ?NCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE COiNSTRUCT\DN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION N R: COMPLETED
ONHNeE A BUILDING  01- MAIN BUILDING 01
445111 B-VIING , 07/12/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2626 WALKER RD
HEALTH CENTER AT STANDIFER PLACE, THE CHATTA:\NOOGA, TN 37421
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I : DEFICIENCY) 5
I‘l ! | Tag: K067 f
K 067 rl NFPA 101 LIFE SAFETY CODE STANDARD ]! K 067 |
8SS=D! Sgi 5 . e | 9
! : o : sy Ll Facility will have duct work reworked o | 08/20/11
: H_eatmg. vengtlgtlng‘ and air conditioning comply | rovide positive it e s ;
| With the provisions of section 9.2 and are installed f P : PO s !
+in accordance with the manufacturer's finen closet on North Wing, |
I» % x 1
' ?ge;gitée_mons. 19.5.2.1, B NFPA-QOA’ 2. Facility will inspect clean linen room air f 08/20/11
S e flows to ensure proper functioning and |
!! identify any additional corrections to be 1
|| made. f
| |
; . ; 3.0 Mai All be i iced t :
.| This STANDARD is not met as evidenced by: | % Mamtenapce Stafj.m“ ?;rsf:arg hc:v 1 07/31/11
| Based on observation, the facility failed to assure | ensure unc_ierstax_ﬁ mgho . ef e Y
| the proper air flow is maintained throughout the to check airflow and how to fix. Inservice ]
! building. will be conducted by Maintenance
| The findings include: - Director.
| Observation on July 11, 2011 at 10:20 am, | o _
| révealed the janitor closet in the kitchen has no | 4. Facility will continue to monitor 8/20/11

positive/negative air flow in linen rooms
through routine inspections on a quarterly
basis.
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K 1471' Continued From page 1 j K 147
i HH s . . . I :
# ;?gtlggt:setf;i:;tf E]es?aﬁf; trical room with L ! ! .| Maintenance Department installed i 0712411
Qoservaton on uly 17,2011 at 100 | ool |
| reygaled one (1) electrical junction box above the - © % I
-f celling at the.fire doors on C-wing with no - wing. r
rotectiv instailed*
: proteciive cover installed: 2.| Maintenance department and all 08/20/11
| contractors will be instructed that
: protective covers are to be in place on all
Jjunction boxes at all times. |
i |
[ 3. | Maintenance department and all .
contractors will be instructed that EI VR
| protective covers are to be in place on all ;
Jjunction boxes at all times. Instructions
will be provided by the Maintenance
Director.
4. | Maintenance staff will conduct visuai
[ ; A 8/20/11
] inspections of work performed by
| i 8/20/11 and will continue to monitor as
'l needed.
|
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| |
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f; SSS : NFPA 101 LIFE SAFETY CODE STANDARD K 062 1. Maintenance Department will replace the |  08/20/11
. —— i i swith |
- Required automatic sprinkler systems are 3 q”“’kdmp"“sc.sp“"kler headsyt
- continuously maintained in reliable operating standard response.
 condition and are inspected and tested i o L
 periodically.  19.7.6, 4.6.12, NFPA 13, NFPA T VmuEREceSAt il ipeetSpERKIE: oo
{25 9.7 5 _ . systems to ensure heads are matching in
i T - ! each sprinkled compartment.
i 3. Maintenance staff will be inserviced on 07/31/11
| This STANDARD is not met as evidenced by: idenyfngend reponing Spm?“c: e
- Based on observation and interview, the facility eSS o murRpTRer aperaRan Inserlcd
| failed to assure when existing light hazard vl G comiuciod by Menenanes
| Systems are converted to use quick-response or Hioecton
| residential sprinklers, all sprinklers in a _ . s )
| compartmented space shall be changed.(NFPA o Mnmeanes SET Wl TgCEpAlkIes | g
13, 5-3.1 5.2) ) system and will continue to monitor as
i The findings include: | i neededto St proper Riskiouing
| Observation and interview with the Director of
: Operations in the first floor dining room on July |
. 11, 2011 at 2:30 pm. confirmed three (3) sprinkler |
| heads were quick response heads and 22 |
I standard response heads.
K071 NFPA 101 LIFE SAFETY CODE STANDARD K 071 i
58=D: i
- Rubbish Chutes, Incinerators and Laundry |
i Chutes: ;
| (1) Any existing linen and trash chute, including
! pneumatic rubbish and linen systems, that opens
I directly onto any corridor is sealed by fire resistive
' construction to prevent further use or is provided
| With a fire door assembly having a fire protection
i rating of 1 hour. All new chutes comply with ,
; section 9.5. | !
.' ! '
. (2) Any rubbish chute or linen chute, including '
| Pneumatic rubbish and linen systems, is provided | !
| with automatic extinguishing protection in ' ‘
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ither safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing h
ollowing the date of survey whether or not a plan of correction is provided. For nursing homes, the a
lays following the date these documents are made available to the facility. If deficiencies are cited,

irogram participation,
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A. BUILDING 02 - BUILDING 02
B. wi
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K071 Continued From page 1 L KO71i :
- accordance with 9.7. i I} On 7/12/11. Maintenance staff installed | 08/20/11
H i i
: ! automatic closers on the laundry chute on :
i -+ -~ | l
(3) Any trash chute discharges into a trash ! the 1%, 2™, and 3 floor openings. The
: collection room used for no other purpose and J‘ basement trash chute sliding fire door |
. . P . = - i
: protected in accardance ‘.Mth 84. i will be repaired/replaced. i
i i L A !
(4) _Engst:ng ﬂue-fe;i InCinerators are seajed by fire 2. | Maintenance staff will inspect laundry | 8/20/11
i resistive construction to prevent further yse. chute on a regular basis to ensure proper f
1 19.5.4, 9.5, 8.4, NFPA 82 ; functioning and use. !
| .
; |
! 3. | Facility will inservice laundry. J —
- ) e maintenance. and nursing staff on proper =
t This STANDARD is not met as evidenced by: [ use of laundry chute. keeping doors _5
O B.ased on observation and interview, the facility closed, and keeping sliding fire chute |
ItI Eg?;? ta?] :gsure trash chute doors were functional. Inservices will be conducted ‘
i L Maintenance Director and Director of |
| The findings include: ! E:Linjm gemccs - i
' Observation and interview with the Director of i’ K ‘
{ Operation, on duly 11, 2011 at 1:55 p.m i
: ; el . i i Al i
: confirmed the basement trash chute sliding fire 4. | Maintenance staff will inspect laundry [ smom1

: door was tie wrapped and wired open,
.! |

| !
|
!

chute on a regular basis to ensure proper |
functioning and use. Inspections will be
conducted quarterly as needed. i

. !
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